. Recognizing root lesions -essential tests
• It is often impossible to differentiate clinically between L3 and IA.
-Test hip flexion only if the patient has cruralgia.
• Weakness suggests an L5 lesion only if the KJ is intact.
Assessing hysteria/overreaction In 1955 Ian Aird" pointed out that severe limitation of spinal flexion when standing was incompatible with painfree upright sitting on a couch with the legs flat on the couch. By extension many clinicians have felt that severe limitation of straight leg raising (SLR) is equally incompatible with upright sitting but if this is true for SLR limited to 30°does it apply equally when the SLR is 50°or 60°?
Neurological loss in sciatica In 1981 I reported a prospective study describing the patterns of neurological loss of 100 patients in their first attack of sciatica1.This showed that the patterns of motor loss were simple and well defined thus allowing quick and easy recognition of root deficits (see Table 1 ). Testing sensation was found to be unhelpful, the peroneal muscles were shown to be supplied by L5, and L5 root lesions were the commonest -occurring nearly twice as frequently as Sl lesions (61: 32). All my experience since confirms that L5 is the root most commonly involved in sciatica and I would suggest that in those series 2 • 3 • 4 which found Sl to be the root most commonly involved, that inadequate testing of L5 is the most likely explanation. Recognizing root lesions is important because a neurological deficit is an absolute indicator of organic disease and is therefore often a key feature in deciding about surgical intervention. The absolute indications for surgery such as a cauda equina lesion are rare and much more commonly continuing pain, despite conservative treatment, is the mainspring for action. The people who react most dramatically to pain are often highly strung, emotionally tense individuals and I would suggest that the concept that surgery should be reserved for 'emotionally stable patients" is the converse of the truth and that provided a definite neurological deficit exists emotionally overreactive patients are excellent surgical candidates and indeed their overreaction is a relative indication for surgery. Stoics rarely need surgery. SLR was estimated bilaterally in 100 successive adult patients with low back pain (LBP) and/or sciatica -the smaller angle being recorded ifthere was inequality. Then under the pretext of examining spinal tenderness whilst sitting, patients were asked to lean forward as far as possible whilst either the nearer or the sciatic leg was held flat on the couch and the angle between lumbar spine and couch estimated: no patients (n=O) had back flexion less than SLR; 7 patients had back flexion equal to SLR; 61 patients had back flexion of 5-20°more than SLR; 29 patients had back flexion of20-30°more than SLR; 3 patients had back flexion of > 45°more than SLR.
Only the 3 patients whose back flexion exceeded their SLR by 45°or more were classified as being 'Ian Aird positive'. The next 300 cases of LBP and/or sciatica, seen personally, produced only 7 more 'Ian Aird positives' -a total of 10 in 400 (2.5%). All 10 showed obvious anxiety/emotional tension and of the 7 men, 3 had legal cases pending and the remaining 4 had been off work from four months to four years.
In summary, the modified Ian Aird test is simple to perform and highly specific in picking out overreaction whether consciously or hysterically induced. However, overreaction per se does not itself exclude background organic disease. One young 'Ian Aird positive' man with sciatica had clear L5 root signs and eventually underwent a successful removal of a massive disc prolapse.
Clinical sacroiliac tests in ankylosing spondylitis
In 1984 Jane Griffin and I published the results of two studies of clinical tests for sacroiliac (SI) pain 7 • These showed that in patients with LBP two tests for SI pain, pressure over the anterior superior iliac spines and pressure over the lower half of the sacrum, were reproducible and had three significant associations: (1) definite ankylosing spondylitis; (2) HLA-B27 in the presence of normal radiographs; (3) pregnancy and the puerperium.
In view of the close association between the possession of HLA-B27 and ankylosing spondylitis (AS)9,10 we felt that patients with LBP, positive SI tests, HLA-B27 and normal radiographs had an early or mild form of AS which we labelled presumptive AS. In 9 patients we collected with presumptive AS, the positive SI tests were the only clinical sign of the disease -not one had generalized restriction oflumbar movements or a chest expansion less than 2.5 em, One word of caution is necessary. Sudden pressure on the lower half of the sacrum is bound to cause movement of the lumbosacral joint and to a lesser extent the whole lumbar spine. The test should be regarded as positive only ifthe pain it produces is felt in the sacrum or buttocks. Lumbar pain does not count. Ankylosing spondylitis and joint hypermobility About the time of the studies just described? I had been struck by patients possessing definite bilateral radiological sacroiliitis who were able to bend forward and place both hands flat on the ground whilst holding their knees straight (positive spinal flexion test when assessing joint hypermobility, Beighton!'), as in our paper, we had postulated that the pregnant or puerperal patients with positiveSI tests were suffering from mechanical injuries to their SI joints secondary to the ligamentous laxity induced by the hormonal changes of late pregnancy. If it is accepted that a chronic synovitis following injury may be the first manifestation of an underlying rheumatic tendency12.13 perhaps a similar mechanism could be relevant to the developmentofsomecases ofsacroiliitis (hypermobility-sligamentous laxity"'sacroiliac strain... sacroiliitis (if B27 positive». Beightcn's'! nine point assessment of joint hyper. mobility was performed in 120 patients labelled AS in my diagnostic index, seen consecutively. Only 85 satisfied the New York criteria" for definite AS but of the remaining 35 all had LBP and one or more clinical or radiological features suggesting AS; 31 were HLA-B27 positive.
Six (5%) scored5 or more out of9 but if spinal flexion is removed because the group has AS, 19 (16%) scored 4 or more out of8. The significance of this is uncertain for I know of no published data concerning joint mobility in a comparable population without AS but it does not look very exciting. Spinal flexion was more interesting. Only 16 (13%) were spinal flexion positive but 8 of these, all Caucasian, came from a group of 17 women labelled possible or presumptive AS and 6 of the 8 had had repeatedly positive SI tests. Again published data about a comparable population are lacking but in a study of 80 age-matched Caucasian women without LBP, performed at Greenwich, 20 were spinal flexion positive. The difference between the groups is not significant though if both groups were enlarged proportionally, it would become so. This is, of course, special pleading of an obvious kind but the concept that mechanical injuries might predispose to the development of sacroiliitis in patients who possess HLA·B27 is one I am unwilling to abandon too readily. After all Lawrencef has reported that joint hypermobility is two and a half times more common in first degree relatives of patients having rheumatoid arthritis compared with a control population. A Scottish verdict of 'Not Proven' seems not unreasonable with regard to AS and hypermobility.
Acute low back pain following steroid injection Nine patients during my 23 years as a rheumatologist have developed acute severe low back pain, 2-15 min after either intra or extra articular injection of Five hundred consecutive patients with LBP and/or dorsal pain seen by myself over a 20 month period were admitted to a prospective study and followedup by a postal questionnaire to their general practitioners (GP), 6-18 months later.
The examination/investigations performed routinely were: spinal movements and tenderness, SLR, femoral stretch test, hip and SI joints, the neurological examination previously described, anteroposterior and lateral radiographs of the affected area/s and a chest film in those with dorsal pain. All non Caucasians were tested for full blood count (FBC) and erythrocyte sedimentation rate (ESR), and Indian women for calcium, phosphorus and alkaline phosphate. Examination of the abdomen, rectum, breasts, chest, neck and additional pathological or radiological investigations were undertaken only if the initial assessment suggested the case was not straightforward. There were 217 men and 283 women with the peak incidences occurring in the 4th and 5th decades respectively. Only 60 (12%) were non Caucasian. The pain was localized to the lumbar regionlbuttocks± sciatica in 458, the dorsal region in 31 and the lumbo dorsal and/or lumbar and dorsal regions in 11.
The initial diagnoses are given in Table 4 and the details of those patients with tumours (n=8) in Table 5 . Six of the tumour patients had abnormal radiographs on their first visit and all 8 either looked unwell or gave a history of weight loss -5 did both. Three gave a history of previous neoplasm.
Six to eighteen months later, a questionnaire (supplemented where necessary by telephone enquiry) weeks later on a routine follow-up visit to her Breast Unit, radiographs showed obvious lumbar secondaries.
• Symptoms appeared ten weeks to six months prior to detection of tumour (median=four months)
Case 2: A woman of 34 with a recent mastectomy and a six month history oflow back pain following a fall. A few weeks before being seen, she had developed a left cruralgia and on examination, had definite left L4 root signs and an ESR of 10. There was no disturbance of general health though she was very worried. An X-ray five months before was normal and this was not repeated due to a misunderstanding. Four
Case 1: A woman with a history of carcinoma of the breast who three months before her clinic visit developed acute low back pain whilst bending. This was followedby a left sciatica and on her first clinic visit she had clear left L5 root signs, normal radiographs of the lumbar spine and a normal ESR. Three weeks later she was moderately improved. Nine months later she returned, still with BOrne left sciatica but now limping with pain and tenderness in the left groin. Radiographs and an isotope bone scan showed secondary deposits in the left half of the pelvis but no involvement of the lumbar spine, and it seems likely that the low back pain which had begun 12 months earlier was a simple mechanical/degenerative lesion. was sent to GPs asking if their patients had developed any serious spinal or intraabdominal pathology in the intervening period. Four hundred and eighty (96%) replies were obtained; most of the missing 20 (4%) were due to patients having moved. Only 6 important new pathologies had been recognized -2 cases of possible AS and 4 new tumours.
One of the new tumours was almost certainly coincidental -a woman who 12 months after being seen developed an enlarged cervical gland proven to be Hodgkin's disease. Investigations revealed no evidence of abdominal or spinal involvement but in 2 of the remaining 3 there is little doubt that the initial diagnosis was wrong.
Case 3: A woman of 65 with a long history of anxiety and depression who presented with recent onset sciatica and unilateral L5 root signs. Apart from severe agitation, there was no disturbance of general health. Radiographs of the lumbar spine and ESR were normal, She failed to settle with conservative treatment, was lost to followup and five months later a laminectomy at another hospital revealed a massive tumour -she died soon afterwards but the primary was never found.
Missing a tumour is the greatest fear of any clinician dealing with back pain. The relevant factors are given in Table 6 . The most worrying thing that any patient with back pain can say is that they have lost weight -providing they are not dieting. The history of neoplasm is another cause for concern. Four of the final total of 10 spinal tumour patients gave a history of previous neoplasm whereas only 3 of the remaining 490 patients did likewise (P=O.OOl). At least 3 of the 10 tumour patients were very frightened and this is something I have met in tumour patients, both before and after this series. Whether it is due to some basic biological mechanism or whether it is just a manifestation of severe pain, I do not know, but it is very real and once you have seen it a few times you will recognize it. Their appearance is quite different to the tense, overreacting 'Ian Aird positive' and anybody with back pain who appears unduly frightened should make you very wary. The biggest surprise to me was the occurrence of unilateral one root neurological deficits in tumour patients.
Pain increased by lying was not significant in this series -325 consecutive patients were asked about this and only 20 gave positive replies; all 20 had simple mechanical/degenerative lesions. Although this series contains no patients with sciatica and oedemalimited to the sciatic limb, this is not surprising, as I have seen only 6 such patients in the past 20 years during which time I must have seen more than 1000 cases of sciatica with clear cut neurological deficits. All 6 had intrapelvic neoplasms and certainly my personal experience suggests that patients with simple one or two root lesion sciatica do not get clinically detectable oedema due to failure of the leg muscle pump. Selection may have a role here in that cases with severe paralysis are perhaps referred directly to a surgeon and not to a rheumatology clinic.
In summary, this prospectivestudy of500 consecutive patients with lumbar andlor dorsal pain produced no evidence to support routine examination of breast, abdomen, rectum, etc. or the routine use of any investigations, other than limited radiology. The clinical features given in Table 6 and clinical instinct ('funny internal feelings') should always be followed. An unusual case should always be investigated further and surveillance continued until an answer emerges.
